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Introduction 
 
 

Scope of Practice Determination for Health Care Professions 

Scope of practice for health care professions has been defined as: “the rules, regulations, 
and boundaries within which a fully qualified practitioner with substantial and appropriate 
training, knowledge, and experience may practice in a field of medicine or surgery, or other 
specifically defined field.  Such practice is also governed by requirements for continuing 
education and professional accountability.”1  The process to determine scopes of practice in 
Connecticut is the legislative process, as it is in each state.  Professions wanting a new scope of 
practice, or to modify an existing scope, petition the legislature for the change.  In Connecticut, 
the public health committee, as the legislature’s committee of cognizance for public health 
matters, is the entity responsible for initially considering scope of practice proposals. 

Focus 

Initiated in May 2009, the program review committee’s study focused on the state’s 
process to determine scopes of practice for health care professions and how the state reconciles 
differences among professions if they arise.  An earlier staff briefing report presented to the 
committee in October, provided background information and preliminary analysis regarding the 
state’s scope of practice process.  This report contains committee staff’s findings and 
recommendations about Connecticut’s scope of practice process.  The report does not make any 
findings or recommendations on the actual practice scopes of health care professions, nor does it 
examine how well the state regulates health care professions.  

The program review committee’s study specifically examines whether changes to the 
scope of practice process are necessary to make it more useful to legislators and other 
stakeholders.  The committee was principally interested in knowing whether a different model for 
determining scopes of practice, or changes to the current model, would enhance the overall scope 
of practice determination process, particularly in terms of outcomes for the public.   

Summary 

An analysis of scope of practice legislation since 2005 shows the number of bills 
involving scopes of practice for health care professions is relatively low in comparison with the 
total number of bills filed with the public health committee.  Despite the low number of scope 
bills, stakeholders, including several current and former public heath committee members, agreed 
scope of practice issues are time consuming, complex, and, at times, contentious.  Analysis of 
scope of practice legislation also shows 70 percent of the bills creating or modifying scopes of 
practice have been passed into law over the past five years.  Certain professions also had more 
scope of practice bills than others, and several professions proposed scope of practice changes on 
a recurring basis if the legislature did not previously implement the requested scope change. 

                                                           
1 Assessing Scope of Practice in Health Care Delivery: Critical Questions in Assuring Public Access and Safety, 
Federation of State Medical Boards, 2005. 
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Overall, testimony received by the public health committee on scope of practice requests, 
as well as questions asked by committee members during hearing, generally gave attention to the 
key issues of public safety issues (including provider competency), access to care, and practices 
used in other states.  Although the public health committee explored questions regarding these 
important factors, there were times during public hearings when professions provided contrasting 
information, could not answer the committee’s specific questions or did not have quantitative data 
to support their positions.  Moreover, the general opinion among public health members was 
members’ inability to fully evaluate the information when it involves complex medical topics, 
based on their varied backgrounds. 

Connecticut does not have a structured system to gather, analyze, and evaluate 
information about scopes of practice issues outside the legislative process, as is the case in other 
states.  Combined with information collected from stakeholders, committee staff finds there is 
credibility to the claim that the process could be more beneficial for all stakeholders if it was 
more formalized and transparent and included information based on specific criteria.  The process 
currently relies on ad hoc information provided to the public health committee by professions and 
the public health department, particularly during the public hearing process.  

Information about best practices for determining scopes of practice for health care 
professions is limited in the national literature.  Several documents provide guidelines for states to 
use when determining practice scopes.  Although the state’s process incorporates some of those 
guidelines, it is difficult to provide a full assessment the process based on best practices because 
scopes of practice are determined within the context of the legislative process and not according 
to any specific standards or criteria.   

In two instances where differences between professions over scope of practices issues 
were protracted, the professions used a neutral mediator to help resolve their differences.  The 
general consensus among stakeholders is the process was positive and produced legislation for the 
public health committee based on the compromises reached by the parties, although the 
stakeholders would not want mediation used for every scope of practice issue. 

The findings based on committee staff’s quantitative analysis of scope of practice 
legislation and outcomes mostly point to no severe deficiencies in the outcomes of the scope 
development process.  What cannot be ignored, however, is the information collected by staff 
through its interviews with various stakeholders, including public health committee members, 
which clearly indicates those involved in the process believe it needs to be more structured so 
important information regarding scope proposals is presented to the legislature in a systematic 
way and according to specific criteria.  As such, committee staff’s recommendations are designed 
to achieve the following goals for enhancing the state’s scope of practice determination process 
for health care professions: 1) create a more formal, standardized, and concise process for 
information gathering that is transparent; 2) create a process whereby knowledgeable 
professionals in the area of health care review and assess the information prior to the public health 
committee; and 3) allow the body of professionals to make recommendations based on their 
evaluation of the information. 
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Methodology 

Since the legislative process determines scopes of practice for health care professions, it 
presents a unique challenge within this study regarding analysis of the process.  As such, the 
findings and recommendations presented in this report have been formulated using a combination 
of qualitative and quantitative information. 

Committee staff analyzed the state’s scope of practice process from several perspectives.  
An examination of scope of practice legislation and public hearing testimony for three licensed 
health care professions (i.e., nurses, physical therapists, and dental hygienists) provided 
committee staff with more in-depth knowledge of what has occurred at the committee level 
regarding scopes of practice.  Staff also conducted a survey of current and former public health 
committee members as a way to obtain collective information about the scope determination 
process based on members’ experience with the process.   

As a broad measure of the outputs and outcomes of the scope process, committee staff 
compared the current scope of practice for a profession with the scopes used in all other states for 
the same profession.  Information regarding complaints filed against health care providers and 
whether there is any corresponding change in complaints upon changes to scopes of practice was 
also reviewed. 

Information from interviews conducted with numerous stakeholders involved in the 
process, including current and former leaders of the public health committee, was relied upon to 
help understand the process, identify findings, and formulate recommendations about the process.  
A description of different models used to determine scopes of practice in several other states, 
including the New England states, is also provided in the report.  National literature on best 
practices for states to use to determine scopes of practice was reviewed, and scope of practices 
issues and processes were discussed with a national scholar on scopes of practice for health care 
professions. 

Report Organization 

 The report is organized into two sections, this introduction and staff findings and proposed 
recommendations.  Findings and recommendations are organized according to: 1) scope of 
practice legislation analysis; 2) process outcomes; 3) stakeholders; 4) public health department; 5) 
other states; 6) best practices; and 7) current health care reform initiatives.  Appendix A provides 
examples of written collaborative agreements between Advanced Practice Registered Nurses 
(APRNs) and physicians.  Appendix B shows a 50-state comparison of the scopes of practice for 
APRNs.  Appendix C contains a copy of the survey committee staff sent to public health 
committee members, and Appendix D includes the questions the public health department asks 
professions about scope of practice proposals during the department’s meetings with such 
professions. 
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Staff Findings and Recommendations 
 

Scope of Practice Determination Process for Health Care Professions 

The overall intent of specifying scopes of practice for health care professions in statute is 
to protect public health and safety.  Practice scopes identify the parameters within which the 
legislature has determined health care professionals can safely practice.  Defining scopes of 
practice for health care professions in law provides the state with public policy control over the 
range of services licensed health care professions may provide. 

States use their statutes to designate practice scopes for individual health care professions, 
and scopes are based on multiple factors.  To ensure the public receives health care from 
competent providers, scopes of practice work in combination with additional requirements placed 
on health care professions through state licensing standards. 

Scope of Practice Legislation: Analysis 

As a way to provide an initial reference point regarding Connecticut’s process to 
determine practice scopes for health care professions, program review committee staff identified 
the legislative bills over the last five years filed with or introduced by the public health 
committee, given the committee has the initial jurisdiction over scope of practice matters.  Of 
those bills, the number involving scope of practice proposals were identified, as were the scope of 
practice bills resulting in public acts.  Table I-1 shows the results. 

 
 

Table I-1.  Scope of Practice Legislation for Health Care Professions. 
 
 2009 2008 2007 2006 2005 

Bills filed with public health committee 263 136 292 120 328 
Bills related to licensed health care 
professions* 38 20 44 20 62 
Bills creating or modifying scopes of 
practice 11 6 11 4 11 
Scope of practice bills resulting in  
public acts 5 4 10 4 7 
* Includes bills filed with or introduced by the public health committee for the 29 licensed health care professions 
covered within the scope of this study as searched on the legislature’s website by name of profession; does not 
include duplicate bills pertaining to more than one profession. 
Source: PRI staff analysis; public health committee data. 
 

As the table indicates, 184 (16 percent) of all the bills filed with the public health 
committee over the past five years pertained to the 29 licensed health care professions included 
within this study.  Of those bills, 43 (23 percent) were identified as involving changes in a 
profession’s scope of practice, while 30 (70 percent) became law.  Overall, the number of bills 
involving scopes of practice for health care professions is relatively low in comparison with the 
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total number of bills filed with the public health committee.  At the same time, of the bills creating 
or modifying scopes of practice, a high percentage has been passed into law since 2005.   

Committee staff also finds there are certain professions that tend to have more scope of 
practice bills than others.  Over the five-year period from 2005-09, the professions of nursing, 
optometry, and physician assistant had more scope of practice proposals than the other 26 
licensed professions.  In total, nursing had eight proposals, followed by physician assistant (5), 
optometry (4); another three professions each had three scopes of practice proposals.  As noted, 
the overall number of scope of practice bills accounted for just under one-quarter of the total 
public health committee bills involving licensed health care professions. 

Analysis of scope of practice legislative proposals shows several professions tend to 
propose scope of practice topics on a recurring basis if the change is not implemented by the 
legislature in a previous year.  For example, between 1999-2006 legislation allowing physical 
therapists to treat patients without a formal referral from a physician was introduced in six of the 
eight legislative sessions before it was finally passed in 2006.  Another example is the proposal to 
eliminate the written collaborative agreement requirement that Advanced Practice Registered 
Nurses (APRNs) must have with a licensed physician for the authority to prescribe certain drugs.  
The requirement was implemented in 1999, and since then three more proposals have been put 
forth to eliminate the requirement, with the possibility of a fifth bill in the next legislative session.   

What cannot be determined from committee staff’s analysis is the frequency of scope of 
practice ideas brought to the public health committee members or the Department of Public 
Health (DPH) that are never proposed in a bill.  The public health department notes such 
proposals can be complex and require a lot of time to discuss despite not resulting in legislation, 
thus adding to the overall workload of both the department and the public health committee. 

Although the number of legislative proposals involving scope of practice issues for health 
care professions is low in relation to the total number of health care profession bills introduced by 
the public health committee, the topics involve medical issues with ramifications on public safety 
and consumers’ access to quality care.  Information collected by committee staff from interviews 
with various stakeholders involved in the scope of practice process, including six current and 
former members of the public health committee, confirmed that from their vantage point the 
overall process is time-consuming and generally involves technical medical topics.  Scope of 
practice issues may be contentious as well, as highlighted by protracted differences among health 
care professions, including the two recent scopes of practice issues settled through the use of a 
professional mediator (i.e., definition of dentistry and podiatrists’ ability to perform ankle 
surgery). 

Testimony analysis.  Analysis of scope of practice legislation for three health care 
professions (nurses, physical therapists, and dental hygienists) since 1999 was included in the 
earlier staff briefing report.  The analysis focused on the oral testimony presented to the public 
health committee.   

Within that analysis, professional associations and practitioners affected by the scope of 
practice legislation were the main constituencies providing testimony.  The public health 
committee generally asked questions pertaining to the factors identified in the national literature 
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as important when considering scope of practice changes, namely public safety (including 
provider competence through education and training) and impact on the public’s access to care.  
Another useful factor public health members asked questions about, as borne by the testimony, 
was whether professions had information about practices in other states to either support or 
oppose a scope of practice request. 

For this report, committee staff examined the written testimony for scope of practice bills 
for the same three professions within the same time period.  Written testimony was reviewed 
primarily for two reasons: 1) combined with oral testimony, it provides the full public record of 
scope of practice legislation before the public health committee for public hearing purposes; and 
2) written testimony may contain additional information pertaining to public safety and 
consumers’ access to care not be presented in oral testimony, as well as information about the 
practices used by other states. 

Nurses.  In its briefing report, committee staff examined the oral public hearing testimony 
for the bills containing scope of practice changes for advanced practice registered nurses, 
particularly regarding the collaborative agreement requirement.  APRNs are required to 
collaborate with physicians and must have a written collaborative agreement with a physician to 
prescribe certain drugs.  To be consistent, committee staff examined the written testimony for the 
same APRN scopes of practice bills for this report. 

Written testimony.  The public health committee conducted hearings on three of the four 
bills dealing with the collaborative agreement subject over the time span examined.  As indicated 
in Table I-2, testimony was provided by provider associations, practitioners, including nurses and 
physicians, and a university representative.  Written testimony from the public health department 
summarized the bills and did not indicate the department’s support or opposition to the bills.    

 
Table I-2.  Scope of Practice Legislation (APRNs): Written Testimony 

 
Participant 

Provided Testimony 
For Bill 

Provided Testimony  
Against Bill 

Provided  
Neutral Testimony 

Provider Association* Y Y N 
Practitioner Y Y N 
DPH N N Y 
Other N Y N 
* APRN association testified in favor of the scope changes; physician groups testified against. 
Source: PRI staff analysis. 
 
 

Table I-3 shows the written testimony addressed the factors of public safety and access to 
care, as well as practices in other states, comparable to the oral testimony analyzed by committee 
staff.  Written testimony was primarily provided by the different professions affected by the scope 
of practice requests, and the content of the testimony depended on which side of the collaborative 
agreement issue was supported.  For example, testimony from physicians and physician groups 
centered on APRNs not having adequate education and training to work independently without 
the collaboration of a physician, which could jeopardize public health and safety.  Written 
testimony from APRNs generally focused on greater access to care by consumers if the 
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collaborative agreement requirement was eliminated and that APRNs have historically provided 
safe, competent care. 

Table I-3.  Scope of Practice Legislation (APRNs):  
Key Factors Addressed in Written Testimony 

 
Key Factor 

Factor Used to  
Support Bills 

Factor Used to  
Oppose Bills 

Public Safety Y Y 
Access to Care Y N 
Other States  Y N 
Note: Some specific testimony in support of the bills stated that national literature points to “APRNs providing safe, 
competent care for over 40 years,” and eliminating the collaborative agreement requirement would “remove a 
barrier to accessing this important group of primary providers”; testimony opposing the bills usually indicated 
APRNs did not have the requisite education and training to be primary care providers, jeopardizing public safety. 
Source: PRI staff analysis. 
 

Although the public health department did not testify on the original 1999 legislation 
allowing collaborative agreements, it provided written testimony on the subsequent bills.  The 
department took a neutral position on each bill.  DPH summarized the bills and made some 
suggestions on possible technical changes should the bills move forward in the legislative 
process.   

As noted in committee staff’s earlier briefing report and upon additional review of public 
hearing transcripts for this report, public health committee members generally asked questions 
relevant to public safety and access to care, along with questions about practices used in other 
states.  For example, at times, members queried those who testified about statistics to back up 
certain claims, such as the numbers of APRNs having difficulty finding physicians to sign 
collaborative agreements (answers to which were not provided at the hearings or in written 
testimony), or what would happen to patient safety and access to care if the collaborative 
agreement was cancelled for some reason.  There were also occasions when committee members 
inquired about the education and training requirements of APRNs in terms of their overall 
competency to implement the scope change, as well as the legal ramifications (i.e., medical 
malpractice liability) on the parties entering into collaborative agreements.  Information from 
committee staff’s interviews with various professions involved in this issue further indicates the 
public health committee asks questions pertaining to public safety and access to care, but that 
overall members tend not to have a lot of experience with issues involving the technical aspects of 
health care professions’ scopes of practice. 

Outcome of bills.  The original collaborative agreement bill of 1999 passed the public 
health committee on a 23-2 vote and received near unanimous votes in both the House and 
Senate.  Of the three subsequent bills seeking to eliminate the collaborative agreement 
requirement, the first did not receive a public hearing before the public health committee, the 
second was not voted on by the committee after a public hearing was held, and the third bill was 
reported out of the public health committee on a 19-8 vote, made it to the House calendar, but was 
never taken up for a vote.  Committee staff has been told there is a strong possibility the proposal 
to eliminate the collaborative agreement requirement may come up again in the 2010 legislative 
session.  
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Physical therapists. Each of the eight scopes of practice bills for physical therapists 
before the public health committee between 1999-06 involved changing the law to allow the 
profession to treat patients without a referral from a licensed physician (known as direct access).  
Hearings were held by the public health committee for six of the bills.  The scope of practice for 
physical therapists was ultimately changed in 2006 allowing direct access to physical therapy 
services under most conditions.2 

Written testimony.   Table I-4 shows written testimony was provided to the public health 
committee by various stakeholders.  Most of the testimony was provided by professional groups 
and practitioners.  The public health department maintained a neutral position on the two bills for 
which it provided written testimony.  In both instances, the department summarized the provisions 
of the bills.  Testimony was also submitted by a Connecticut health insurance company, a medical 
malpractice insurance carrier, and a patient who utilized physical therapy services. 

 
Table I-4.  Scope of Practice Legislation (Physical Therapists): Written Testimony 

 
Participant 

Provided Testimony 
For Bill 

Provided Testimony  
Against Bill 

Provided Neutral 
Testimony 

Provider Associations* Y Y N 
Practitioners Y Y N 
DPH** N N Y 
Other Y Y Y 
*Physical therapy association, patient (support); chiropractic association, insurance company (oppose). 
**DPH provided testimony for two of the six bills. 
Source: PRI staff analysis. 
 
 Table I-5 shows whether the written testimony before the public health committee on the 
direct access issue referenced public safety, access to care, or if other states have similar 
requirements.   The bulk of the testimony from stakeholders supporting and opposing the scope of 
practice changes addressed the issue of public safety, and some testimony addressed access to 
care and practices used in other states. 

Table I-5.  Scope of Practice Legislation (Physical Therapists): 
Key Factors Addressed in Written Testimony 

 
Key Factor 

Factor Used to  
Support Bills 

Factor Used to  
Oppose Bills 

Public Safety  Y Y 
Access to Care Y N 
Other States  Y Y 
Note: Testimony opposing physical therapy care without a physician’s referral generally state the change would 
result in physical therapists making medical diagnoses; physical therapists usually countered by noting the high 
number of states that allow direct access, while direct access would offer patients quicker access to care.  
Source: PRI staff analysis. 

 

                                                           
2 A physician’s referral is required for any person seeking physical therapy services if the treatment requires a Grade 
V spinal manipulation or it involves a worker’s compensation injury. 
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Arguments in the written testimony mirrored those of the oral testimony.  The written 
testimony from stakeholders in support of or opposition to allowing consumers direct access to 
physical therapy services without a physician’s referral was relatively consistent across all six 
scope bills.  Those in favor of the change primarily testified that the overall education and training 
of physical therapists was sufficient to support the change while maintaining public safety, 
consumers would have quicker access to care by not having to first get a physician’s referral, and 
numerous other states allow the practice.  Those opposing the scope change mainly testified that 
allowing direct access would result in physical therapists making medical diagnoses, which they 
were not properly educated or trained to do.  Opponents of the bills also used information about 
practices in other states in their testimony, but did not address consumers’ access to care.  They 
noted that direct access in other states took on various forms and should not be used as a direct 
comparison. 

Interestingly, written testimony in opposition to the direct access bill in 2006, when the 
law permitting direct access was enacted, could be considered the strongest testimony against the 
change in comparison with the testimony from the previous direct access bills.  Testimony from 
the chiropractic association opposing direct access directly contradicted testimony of the physical 
therapy association which favored direct access.  The point of disagreement centered on the 
number of other states allowing direct access and how direct access was defined in those states.  
The opposing group’s written testimony specifically said the information provided on other states 
in support of the scope change was “inaccurate and misleading.”  A matrix showing a 50-state 
comparison of the direct access provisions in other states was also submitted to the public health 
committee as part of the opposing group’s written testimony.  Committee staff believes this 
example highlights some of the difficulties the public health committee has at times in obtaining 
objective and complete information from stakeholders regarding scope of practice changes.  

Outcome of bills.  Of the six bills heard by the public health committee on the direct 
access issue, three did not garner enough votes to pass the committee, two made it to the House, 
but were not voted on and, in 2006, Public Act 06-125 was passed allowing direct access to 
physical therapy services. 

Dental hygienists.  Over the 11-year span examined, five bills involved scope of practice 
changes for dental hygienists.  The bills varied in their topics, including allowing dental 
hygienists to administer local anesthesia, creating an advanced dental hygiene practitioner, and 
expanding the dental hygiene scope of practice to include dental hygiene diagnosis. 

Written testimony.  Table I-6 shows written testimony on scope of practice proposals 
regarding dental hygienists was provided by professional associations, individual practitioners, 
DPH, and others (e.g., university dental hygiene instructor and municipal health department 
representatives.)  The public health department usually submitted neutral testimony, but also took 
different positions on several of the bills.  For example, DPH favored the bill in 2005 allowing 
dental hygienists to administer local anesthesia (in support of the recommendations from the 
state’s ad hoc committee created to study the issue of access to dental care), while it testified 
against the 2009 bill creating an advanced dental hygiene practitioner position, mainly due to the 
additional resources needed by DPH to implement the change. 
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Table I-6.  Scope of Practice Legislation (Dental Hygienists): Written Testimony 

 
Participant 

Provided Testimony 
For Bill 

Provided Testimony  
Against Bill 

Provided Neutral 
Testimony 

Provider Associations* Y Y N 
Practitioners Y Y N 
DPH Y Y Y 
Other Y N N 
* Dental hygienist associations (support); dental associations (oppose). 
Source: PRI staff analysis. 
 

Table I-7 highlights whether testimony on the dental hygienist practice scope legislation 
was based on any of the key factors either to support or oppose bills.  Testimony in support of 
bills primarily referenced increased access to care, particularly for underserved consumers in the 
state.  Opponents of the scope-expansion bills frequently cited insufficient education and training 
requirements on the part of hygienists or no similar practices used in other states as the main 
reasons to oppose the bills.  Questions from committee members generally focused on aspects of 
the bills regarding access to care, with additional questions addressing public safety or the 
practices of other states. 

 
Table I-7.  Scope of Practice Legislation (Dental Hygienists):  

Key Factors Addressed in Public Hearing Testimony 
 

Key Factor 
Factor Used to  
Support Bills 

Factor Used to  
Oppose Bills 

Public Safety  Y Y 
Access to Care Y Y 
Other States  Y Y 
Note: testimony from proponents of the bill creating advanced dental hygienist practitioner position generally cited 
increased access to care if bill passed; testimony from a dentist opposing bill said access would not increase because 
hygienists would be taken away from preventive care and move to corrective care. 
Source: PRI staff analysis. 
  
 

Outcome of bills.  Three bills ultimately became public acts: 1) Public Act 99-197 
allowing dental hygienists with two years of experience to work without a dentist's supervision in 
a variety of public health facilities as long as the hygienist refers for treatment any patient with 
needs outside the hygienist’s scope of practice and coordinates the referral for treatment to 
dentists; 2) Public Act 05-213 allowing dental hygienists to administer local anesthesia under 
certain requirements; and  3) Public Act 09-232 expanding the types of facilities where dental 
hygienists with the proper experience could practice without the general supervision of a licensed 
dentist to include programs offered or sponsored by the federal Special Supplemental Food 
Program for Women, Infants, and Children (WIC).  Of the two remaining bills, one failed at the 
public health committee (2009) and one bill did not receive a public hearing (2003). 
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Summary of findings.  Although it is difficult to fully quantify public hearing testimony 
and public health committee members’ reaction to it, program review committee staff makes 
several observations based on its analysis of the public hearing record (oral and written 
testimony) for scope of practice legislation for specific professions.   

Overall, public health committee members attending public hearings gave attention to the 
key issues of public safety (including provider competency), access to care, as well as practices 
used in other states, for scope of practice proposals.3  Although the committee explored questions 
regarding these important factors, there were times during public hearings when professions 
could not answer the committee’s specific questions, did not have specific quantitative data to 
support their positions, or provided contradictory information.  There were two specific instances 
when scopes of practice issues were so protracted, the professions turned to mediation to help 
resolve their differences, as discussed below.  Committee staff was also told that on occasion 
several public health committee members met with opposing professions to discuss their scope of 
practice issues.  The results were characterized to program review staff as positive in that they 
helped the professions move forward in resolving their differences. 

Perhaps not as surprisingly, what also became evident to committee staff in the testimony 
was supporters of scope changes frequently based their arguments on increased access to care by 
consumers if the change was implemented, while opponents typically countered by saying 
proponents of a scope change lacked the proper education and training to support the change in 
scope and that public safety would be affected if the change was implemented.   At times, with 
resolution unclear, public health committee queried those who testified regarding their positions, 
but were usually presented with contrasting positions from the various professions presenting 
testimony. 

Overall, public health committee members frequently probed for answers to their 
questions about scope of practice changes, although it is difficult for program review committee 
staff to determine whether the members were satisfied with the testimony or the responses 
received during the hearing process based on public hearing transcripts.  As indicated in Table I-
1, however, a relatively high percentage of bills pertaining to health care professions’ scopes of 
practice have been enacted into law since 1999, possibly indicating policymakers’ general 
satisfaction with the bills.  At the same time, in its discussions with current and former public 
health committee members, program review committee staff finds the general concern among 
public health members is their difficulty to fully evaluate the information, particularly when it 
involves complex medical topics, given their varied backgrounds which may not include 
experience in health care scope of practice issues. 

Although the above analysis shows limited deficiencies in the process used to determine 
scopes of practice, when coupled with the information collected from stakeholders during 
interviews, committee staff finds there is credibility to the claim that the process could be more 
beneficial for all stakeholders if it was more formalized and included information based on 
specific criteria.  The scope of practice determination process also needs to be as objective as 
                                                           
3 What is unknown from the public hearing testimony is the number of committee members present when scopes of 
practice issues were discussed or whether members read the written testimony or the hearing transcript to gain the full 
perspective of what transpired at the public hearings and what the testimony was regarding scope of practice bills. 
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possible.  The process currently responds to ad hoc information provided by professions during 
the public hearing process.  Connecticut does not have a complete and structured system to fully 
gather and analyze information about scopes of practice issues outside of the legislative process, 
as some other states do (discussed below).  There is no formal process for the legislature to 
obtain information from stakeholders based on standardized criteria focused on public health and 
safety outside of the public hearing process. 

Scope of Practice Process: Outputs and Outcomes 

Two seemingly pertinent questions to ask about Connecticut’s scope of practice 
determination process are: 1) what types of practice scopes does the process produce for licensed 
health care professions (i.e., outputs) in comparison with other states; and 2) is public safety 
affected by the state’s process to determine scopes of practice (i.e., outcome).  In other words, is 
Connecticut’s process to determine scope of practice advancing or impeding the ability of 
licensed providers to practice to the full extent of their capabilities in accordance with their skills 
and competencies as reflected in their scopes of practice in relation to the practice scopes used in 
other states for comparable professions, and are competent health care providers providing care to 
consumers.  Such information may be indicators of the state’s relative success to determining 
scopes of practice for health care professions. 

Comparative analysis: other states.  One relevant example of how the scope of practice 
for a profession in Connecticut compares with those of other states is the level of physician 
oversight for nurse practitioners (i.e., collaborative agreement requirement).  The issue was first 
addressed in this state in 1999, when the scope of practice for APRNs was changed allowing 
nurse practitioners to “collaborate” with physicians rather than “work under the direction of” a 
physician.4  The act required collaboration along with written collaborative agreements between 
APRNs and physicians relative to the exercise of prescriptive authority regarding the level of 
controlled substances nurse practitioners may prescribe5 and required a method of physician 
review of patient outcomes6 (see Appendix A for sample collaborative agreements).  The issue of 
the level of physician oversight is a contested one in states throughout the country.  In 
Connecticut, there have been several proposals before the public health committee to eliminate 
the collaborative agreement requirement but none has been adopted into legislation; collaborative 
agreements are still required for all APRNs.7 

Table I-8 provides a summary of how the APRN scope of practice in Connecticut 
compares with other states in the categories of oversight requirements, practice authorities, and 
prescriptive authorities (Appendix B provides a more detailed state-by-state comparison).  
Specifically, the table shows Connecticut is one of 27 states that statutorily require APRNs to 
collaborate with a physician as a general oversight policy, while 11 states do not require physician 
involvement; supervision of APRNs by physicians is required in other states, and 21 states 

                                                           
4 The original bill for which the public health committee held a public hearing did not contain the written agreement 
requirement because compromise language between the parties was still being developed.  The overall concept of the 
bill was based on an agreement reached by the parties after several years of discussions. 
5 Schedule II and III drugs per the U.S. Controlled Substances Act. 
6 This is to include a review of medical therapeutics, corrective measures, laboratory tests, and other diagnostic 
procedures an APRN may prescribe, dispense and administer. 
7 See HB 7161 (2007), HB 5243 (2009), and HB 6674 (2009). 
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(excluding Connecticut) require written practice protocols between APRNs and physicians.  
Under the category “authority to practice,” APRNs in 44 states, including Connecticut, have 
explicit statutory authority to make diagnoses.8   Connecticut is also one of 34 states requiring a 
written protocol for APRNs to prescribe drugs (a written collaborative agreement is used in this 
state).  APRNs in Connecticut must also be nationally certified to practice, as is the requirement 
in 41 other states. 

 
Table I-8.  Overview of States’ Nurse Practitioner Scopes of Practice 

 Total States Connecticut 
Physician Oversight Requirements   

No MD involvement 11  
MD supervision 10  
MD collaboration 27  
Written practice protocol 21  

Practice Authorities   
Explicit authority to diagnose 44  
Explicit authority to order tests 20  
Explicit authority to refer to other providers 33  

Prescriptive Authorities   
Authority to prescribe without MD involvement 11  
Authority to prescribe with MD involvement 40  
Written protocol required to prescribe  34  
Authority to prescribe controlled substances 48  

National Certification Required   
Yes 42  
No 8  

 
Notes: 1) Some states may overlap in their requirements.  For example, within oversight requirements, a state may 
require MD supervision and collaboration; 2) figures include District of Columbia; 3) information current as of late 
2007, practices in some states may have changed; 4) under “practice authorities,” if a state requires physician 
supervision or collaboration as an oversight requirement, then APRNs must follow that protocol when making 
diagnoses, referring patients, or ordering tests. 
Source of data: University of California San Francisco Center for the Health Professions, Fall 2007. 

 

Based on the criteria in the table, Connecticut is within the norm of practices for APRNs 
in comparison with other states: the state does not have the most restrictive policies regarding the 
practice of APRNs, nor does it have the most progressive policies.  This indicates to committee 
staff that Connecticut’s process to determine practice scope policies for APRNs has produced a 
scope of practice that is comparable with many other states. 

Committee staff uses this scope of practice issue as a relevant example of how 
Connecticut’s scope of practice determination process and the requirements it has produced for 
APRNs, compare with other states.  This example is but one scope of practice issue for one 
profession showing the results of Connecticut’s scope of practice process; there are 28 other 

                                                           
8 This is in accordance with each state’s oversight requirements.  Thus, if a state requires physician supervision or 
collaboration, then APRNs must follow that protocol when making diagnoses, referring patients, or ordering tests. 
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health care professions licensed by the state covered within this study.  To fully gain a systemic 
perspective of the output of Connecticut’s scope determination process, comparable analyses 
should be done for each licensed profession.  Moreover, a comparative analysis of Connecticut’s 
scopes of practice with other states is one of many factors for the legislature to examine when 
deciding to create or modify scopes of practice and when judging the relative success of the 
process to determine scopes of practice for health care professions. 

Complaints.  Committee staff examined DPH data on the numbers of complaints made 
against licensed health care professions as a broad indicator for identifying the relative outcomes 
of the scope of practice determination process on the overall quality of services provided as 
measured in part by complaints against health care practitioners.9  Given the primary goal of the 
state defining scopes of practice is protection of public health and safety, the overall extent of 
complaints within the system offers a broad look a the outcomes of the scope process. 

Committee staff compared the number of complaints for three health care professions 
(APRNs, dental hygienists, and physical therapists) in relation to scope of practice changes to 
determine whether there was a discernable number difference in complaints by profession 
following a scope change.  In other words, did the level of complaints rise after a scope of 
practice change occurred, inferring a connection between the two factors, and that the scope of 
practice changes may have a negative outcome on patients’ overall experience with their health 
care services. 

 Since 1999, legislation was enacted changing the scopes of practice for APRNs five 
times, physical therapists four times, and three times for dental hygienists.  For example, APRNs 
were given the statutory authority to practice under written collaborative agreements with 
physicians for prescriptive authority rather than under the direct supervision of a physician in 
1999, as noted above.  The practice scope also changed in 2000 allowing APRNs to issue a 
written certificate authorizing and directing a person be taken to a hospital for medical 
examination based on psychiatric disabilities, and again in 2006 when APRNs were permitted to 
request, receive, and dispense sample medications in all health care settings.   A key change in the 
scope of practice for physical therapists occurred in 2006, when patients no longer needed referral 
from a physician to obtain physical therapy services.  Also, in 2005 dental hygienists were given 
the authority to administer local anesthesia under certain requirements. 

Table I-9 shows the number of licensed health care providers, complaints by profession, 
and the corresponding ratios of complaints to licensees for 1999-2008.  Although the number of 
complaints (and corresponding ratios of complaints to licensed practitioners) fluctuated somewhat 
for the three professions over the period analyzed, there does not appear to be a considerable rise 
in the number of complaints for any of the professions analyzed.  What is also telling from the 
table is the relatively low volume of complaints within each profession.  Although there are no 
                                                           
9 The Department of Public Health is the state agency responsible for receiving, investigating, and adjudicating 
complaints; professional boards for ten health care professions licensed in the state have the responsibility for 
handing disciplinary matters for those professions.  Disciplinary matters for the remaining 19 licensed health care 
professions covered within the scope of this study are handled by the public health department.  Professional boards 
exist for the following professions: chiropracty, dentistry, natureopathy, nursing, physical therapy, physicians and 
surgeons, podiatry, psychology, opticians, and optometry. 
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reference points for comparative purposes, the overall low numbers of complaints against 
providers in the three professions is notable.  In addition, committee staff asked DPH licensing 
staff whether health care professions have made requests for complaint data in recent years.  The 
theory behind the question is that the complaint information could be used to either support or 
oppose a change in scope of practice.  The department said it rarely, if ever, received a request for 
complaint data within the past ten years. 

 
Table I-9.  Complaints Against Selected Health Care Professions 

 Advanced Practice 
Registered Nurse Dental Hygienist Physical Therapist 

 # Lic #Comp % # Lic #Comp % # Lic #Comp % 
1999 1,947 10 .51 3,063 0 0 3,701 1 .03 
2000 2,118 3 .14 3,117 2 .09 3,802 5 .13 
2001 2,240 4 .18 3,137 1 .03 3,847 3 .08 
2002 2,284 13 .57 3,036 0 0 3,997 1 .03 
2003 2,388 10 .42 3,173 3 .09 3,965 4 .10 
2004 2,580 18 .70 3,230 0 0 3,992 2 .05 
2005 2,676 10 .37 3,301 1 .03  4,022 4 .10 
2006 2,815 5 .18 3,331 3 .09 4,099 5 .12 
2007 2,889 13 .45 3,406 4 .12 4,181 5 .12 
2008 3,043 16 .52 3,511 6 .17 4,275 5 .12 

Source: PRI staff analysis of DPH data. 
 

Since changes were made to scopes of practice changes within each of the three 
professions analyzed, and the fact that very little change occurred in the overall numbers of 
complaints by profession as shown in the table, committee staff concludes that no appreciable 
increase in the number of complaints after changes in scopes of practice were made.  In very 
broad terms, this indicates the state’s process to determine scopes of practice for those 
professions and the resulting scope changes had a limited negative impact on public safety based 
on the annual number and rate of complaints filed with the public health department.  

It should be noted the analysis of complaints provides a broad proxy for the possible 
impact of scope of practice changes on public safety.  The analysis, however, must be interpreted 
within the context it is provided.  Although the results show no dramatic increases in the numbers 
of complaints for any of the three professions after changes to the professions’ scopes of practice 
occurred, there are many factors beyond complaints that determine whether the scope of practice 
determination process is achieving its primary goal of protecting public health and safety.  
Analyzing complaints is but one indicator of the relative success of the scope of practice process.  
It would be difficult to say with complete certainty that any increase or decrease in the number of 
complaints is the direct result of the process to determine scopes of practice.  At the same time, 
any appreciable increase in complaints following a scope of practice change could indicate the 
scope change process was somehow deficient in its outcomes. 
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Stakeholders 

The process to determine scopes of practice for health care professions involves different 
constituencies.  Public health committee members, professional associations and lobbyists for 
health care professions, health care consumers, the Department of Public Health, and professional 
boards all have some stake in the overall process.  Ultimately, however, the legislature makes the 
policy decisions whether scope of practice changes occur. 

The perspective of stakeholders in the process to determine scopes of practice is an 
important component of this study.  Committee staff collected information about the process from 
the various stakeholder groups in several ways.  Extensive interviews with stakeholders were 
conducted.  Testimony presented by stakeholders during the public hearing conducted by the 
program review committee on this topic was also examined, as discussed above.  Program review 
staff also surveyed current and former public health committee members serving on the public 
health committee at any time since 2005 was also used. 

Interviews.  Committee staff conducted interviews with numerous constituencies in the 
state having a stake in the scope of practice determination process.  Specifically, staff interviewed 
representatives of 14 of the 29 licensed health care professions, accounting for 82 percent of the 
total health care providers licensed by DPH.10  Staff also interviewed six current and former 
leaders of the public health committee, in addition to obtaining members’ opinions of the process 
through program review staff’s survey.  

A common theme that became apparent from the interviews expressed by the various 
stakeholders about the state’s process to determine scopes of practice for health care professions 
was the process generally works, yet improvements could be made.  Some health care 
practitioners said they experience a certain level of frustration with the process in that it is 
resource-intensive and time consuming when dealing with scope of practice issues in the 
legislative process.  There also is no formal structure for dialogue between professions when 
differences occur within the legislative process.  Other significant comments and concerns 
expressed by stakeholders about the process include: 

General 
• The primary factor for the legislature to consider within the scope of practice 

process should be the protection of public health and safety. 
 

Public Health Committee 
• Although public health members have a responsibility to be versed in scope of 

practice issues before the committee, the current scope of practice process operates 
under the wrong premise in that it requires legislators to know all there is about 
individual health care professions and their scopes of practice, which is not a 
realistic expectation.  There is a gap among members’ understanding of scope of 
practice issues and their ability to fully evaluate the information they receive. 
 

                                                           
10 Based on DPH licensing statistics as of June 2009. 
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• Committee members are frustrated with the complexity of scope of practice issues 
and the amount of time it takes to understand the issues and their ramifications.   

 
• Members seem to get bogged down with the amount of work and time necessary to 

deal with scope of practice changes; they need to have assistance in dealing with 
the complex scope issues. 

 
Department of Public Health 

• The public health department usually takes a neutral position regarding scopes of 
practice and works well within the process; DPH should become more proactive in 
getting parties to compromise. 
 

• The legislature needs to more fully utilize the public health department for 
information about scope issues. 

 
Process/Information 

• Misinformation and misleading information has been put forth during public 
hearings, although probably not intentionally; some professions acknowledge they 
do not have necessary data to support their scope of practice proposals. 

 
• There needs to be a uniform set of standards to frame scope of practice issues for 

proper debate to occur; such a system would help ensure transparency in the 
process and give policymakers a base of knowledge. 
 

• Having specific criteria would provide for some common standards to be applied 
before a scope of practice request is submitted to legislature and could provide a 
way for legislature to get objective information.  
 

• The downtime between legislative sessions should be used to resolve differences 
between professions regarding scope of practice issues. 

 
• There should be more time to collect information for public hearings; additional 

information would provide the committee with a greater context of the scope of 
practice issues. 
 

• A neutral panel could be responsible for hearing from parties involved in any 
scope of practice changes.  Using a particular set of standards or criteria, the panel 
would decide whether the changes warranted legislative action and forward 
recommendations to the legislature. 
 

• There needs to be proof that any change in scope of practice would make a 
difference, particularly in terms of access to care. 
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• Scope of practice debates are often influenced by national associations. 

 
• Financial motivation is the primary factor behind supporting or opposing changes 

to scopes of practice. 
 

• Legislators need to get clear, objective information through a standardized process. 
 

Public health committee survey.  Program review committee staff surveyed each 
member of the public health committee serving on the committee since 2005.  The survey was 
used to more fully understand members’ experiences with scope of practice issues during their 
service on the public health committee.  The survey also allowed program review staff to obtain 
information on the scope of practice determination process from a cross-section of public health 
committee members (see Appendix C for a copy of the survey). 

A total of 87 members served on the public health committee at any point since 2005.  
Surveys were mailed to 51 unduplicated members (one member’s survey was returned without a 
forwarding address, leaving a total of 50 members surveyed).  Thirty-nine members currently 
serve in the legislature, while the remaining 12 surveys were sent to former legislators.  Fifty-five 
percent of the surveys were sent to members serving on the committee for one term, 25 percent 
serving for all three terms, and 20 percent serving for two terms since 2005.   

A total of 12 surveys were received (24 percent).  Program review staff believes the 
response rate is somewhat low, and does not base any conclusive findings or recommendations 
solely on the survey results.  At the same time, the results provide insight into public health 
committee members’ opinions on the process to determine scopes of practice, and help support 
program review staff’s other findings and recommendations.  Some of the more relevant results of 
the survey are: 

• public health committee members unanimously said the process to changes scopes of 
practice for health care professions needs to improve; 

• members most often chose the following ways to improve the process: 1) the public 
health committee should receive more standardized and comprehensive information; 
2) DPH should provide more input about scope of practice changes, including 
recommendations, to the public health committee; 3) professional boards should make 
recommendations to the public health committee on scope of practice changes; 

• just under half of the members said they “seldom” had enough information to vote as 
knowledgeably as they would have liked on scope of practice bills 

• three-fourths of the members said they received conflicting factual information from 
parties regarding legislation to change scopes of practice; 

• “economic gain” was the most frequent response by members when asked to rate what 
motivates health care professions to support a scope change; “economic loss” was the 
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most frequent response for what motivates professions to oppose scope of practice 
changes;  

• just over half of the members thought input from the public health department in the 
process to determine scopes of practice was “not enough;” and  

• almost an equal number of members thought the public health committee spent “too 
much time” as “not enough time” on scope of practice issues in relation to other 
committee matters. 

Motivating factors.  A key request of the program review committee was for committee 
staff to examine the reasons behind health care professions either seeking or opposing changes in 
scopes of practice.  This question is somewhat difficult to answer solely based on the public 
hearing record, since professions may or may not present their full intentions regarding scope of 
practice issues in public.  While testimony presented to the public health committee provided 
some insight into the reasons why professions seek (or oppose) scope of practice legislation, 
committee staff could not obtain a complete understanding of professions’ motivations from the 
testimony. 

Although public hearing testimony shows professions usually testified to several 
important components regarding scope of practice issues, including public safety, what is telling 
of professions’ motivation behind scope of practice requests is information obtained from 
interviews with health care professions.  Professions were forthright in their discussions about 
economics being the primary factor for seeking or opposing scope of practice legislation.  As 
noted above, committee staff’s survey results also indicate economic factors motivate requests to 
change scopes of practice.  Based on its interviews and survey results, committee staff finds that 
although public health and safety, including provider competence, and consumers’ access to care 
were key factors cited publicly about scope of practice proposals, financial gain or loss are 
commonly shared reasons why health care professions either support or oppose scope of practice 
proposals.  Moreover, national literature on this topic also cites economics as a key motivating 
factor behind scope of practice legislation.11 

National efforts.  National associations want to ensure the interests of their professions 
are protected at the state level when it comes to scope of practice legislation.  National 
associations are known to utilize their state-level groups to help protect/advance their interests 
when it comes to scopes of practice for health care professions. 

As an example, efforts by at least one national association show the level to which the 
group is organized to inform state legislators of its positions regarding scopes of practice for 
health care professions and to provide legislators with information and data analyses in support of 
those positions.  Concerned with the expansion of allied health care professions’ scopes of 
practice over time in states nationwide, the American Medical Association (AMA) created the 
Scope of Practice Partnership (SOPP) in 2005.   The Scope of Practice Partnership is a 
cooperative effort between select physicians’ groups to study the qualifications, education, 
                                                           
11 See for example: Overview of Nurse Practitioner Scopes of Practice in the United States – Discussion, Sharon 
Christian, JD, Catherine Dower, JD, and Ed O’Neil, Ph.D., Center for the Health Professions, University of 
California, San Francisco, 1997, pp.5, 22. 
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academic requirements, licensure, certification, independent governance, ethical standards, 
disciplinary processes and peer review of health care providers who are not physicians. 

The results of the SOPP’s work are starting to emerge.  For example, in mid-2008, the 
partnership developed a written module (i.e., guide) on nurse practitioners.  The module is one of 
10 for specific professions that are proposing scope changes that the AMA deems may be harmful 
to the public.  Collectively known at the Scope of Practice Data Series, the modules provide 
extensive background information and data for each profession.  The modules are seen as 
resources for lawmakers to help understand, in part, the various qualifications of the respective 
professions.  Legislators can use this information when making policy decisions on scopes of 
practice for health care professions. 

The above example is but one profession’s effort to provide legislators with information 
regarding scope of practice proposals.  Along with other professions, the medical association has 
a particular position it is trying to advance and thus is presenting information to lawmakers in 
support of that position.  Without a more standardized process for collecting information based 
on specific criteria in a uniform manner, information to lawmakers from professions seeking or 
opposing scope of practice changes will continue to be provided on an ad hoc basis.  Moreover, 
committee staff’s discussions with stakeholders, including public health committee members, 
indicates a more formalized process to collect objective information based on standardized 
criteria for lawmakers to use when determining scopes of practice is needed in Connecticut. 

Department of Public Health 

The Department of Public Health plays several roles within the scope of practice 
determination process beyond its main regulatory functions of licensing health care providers and 
enforcing licensing requirements.  The department currently offers professions the opportunity to 
meet with department staff to discuss their proposals to establish  new scopes of practice or 
modify existing scopes of practice – the process, however, is not mandatory.  DPH also provides 
information to the public health committee about scopes of practice, although on an ad hoc basis.  
The information is offered within the context of either the public hearing process or outside of the 
public hearing forum, typically upon request by the committee leadership. 

There is also no requirement for DPH – or any other state entity, including professional 
boards – to independently collect, verify, or analyze information from stakeholders proposing 
changes to an existing scope of practice or requesting new scopes of practice, as there is in other 
states.  Professional associations with scope of practice proposals are not required to submit any 
type of formal information to DPH (as the state’s regulatory agency for health care practitioners) 
based on specific standards prior to scope of practice matters going to the legislature. 

The department’s willingness to meet with professions to discuss scopes of practice 
proposals and its use of pertinent questions in those discussions (as discussed in committee staff’s 
briefing report) are positive.  The questions serve as a solid foundation to collect information and 
are in accordance with current best practices (see Appendix D for the department’s questions).  
The meetings, however, are not mandatory and the information relayed back to the public health 
committee is not part of any structured interaction between DPH and the committee, but based 
more on the decision of the committee leadership to request the information.  The current ad hoc 
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process within the executive branch to collect, review, and analyze information regarding scopes 
of practice for health care professions leaves important medical issues impacting public health 
and safety and consumers’ access to quality health care mainly within the context of the 
legislative process for analysis and solution.   

Several constituencies noted to committee staff that there is nothing inherently “wrong” 
with the current process to determine scopes of practice, given it is the democratic process.  
Committee staff’s analysis presented above also does not point to any significant deficiencies 
within the process in broad terms.  What cannot be ignored, however, are the opinions of the 
many stakeholders and public health committee members interviewed by program review staff 
who stressed a more structured process based standardized criteria would provide more uniform 
factual information, and is viewed as more beneficial than the current process. 

As discussed below, scope of practice processes in other states highlight instances where 
scope decisions are based on standardized criteria to ensure the most objective, factual 
information is collected, assessed, and made available to policy makers in a structured, systematic 
way.  If nothing else, committee staff believes such a process could alleviate some of the internal 
pressures experienced by the public health department and the public health committee members 
regarding scope of practice issues without compromising stakeholders’ ability to present their 
positions to the legislature; such positions would simply be presented under a different format. 

Scope of Practice Determination Processes: Other States 

 Part of the committee staff’s charge within this study was to review how other states 
determine scopes of practice, including whether any state is modifying its scope of practice 
determination process.  A preliminary summary of models used in several other states was 
included in staff’s earlier briefing report.  The program review committee expressed specific 
interest in two of the models summarized in the report, Arizona and Iowa, and asked for 
additional information on those states.  Information about the processes used in Oregon plus the 
five New England states has been collected.  In total, processes used in 14 states have been 
examined by committee staff.   

Arizona and Iowa.  Additional information about the processes used to determine scopes 
of practice for health care professions in Arizona and Iowa was obtained for this report.  
Committee staff contacted both states to gain a greater understanding of each state’s process. 

Arizona.  Since 1985, Arizona state government has operated under statutorily-defined 
“sunrise” reporting requirements. 12  Sunrise reports are a tool for policymakers to systematically 
assess proposals to expand the scope of practice of a regulated profession or to establish new 
regulatory requirements for a previously unregulated profession.  The purpose of sunrise reports 
is to analyze whether the proposed regulation is necessary at all to protect the health, safety, and 
welfare of the public. 

 

                                                           
12 According to the Council on Licensure, Enforcement, and Regulation (CLEAR), 13 states have active “Sunrise” 
reporting requirements.  See: http://www.clearhq.org/sunset.htm, accessed on November 10, 2009. 



 
Program Review and Investigations Committee Staff Findings and Recommendations: December 15, 2009.   

 
 

23

Sunrise provisions in Arizona require any group proposing regulation of a previously 
unregulated profession, or requesting an increase in a current scope of practice of a health care 
profession, to submit a report to the legislature prior to the start of the legislative session in which 
legislation will be proposed.  Once submitted, the report is assigned to the appropriate committee 
of reference for review.13  The committee decides whether to put forth legislation incorporating 
the scope of practice proposal.   

Any sunrise report about the proposed regulation of a previously unregulated profession 
must contain the specific elements as defined in statute.  The factors include: 1) a definition of the 
problem sought to be remedied through the new regulated profession; 2) why regulation is 
necessary; 3) how the proposal will benefit the public; and 4) whether any alternatives to 
regulation have been considered.  A new health profession will only be regulated by the state if 
the: 1) unregulated practice can clearly harm or endanger the public health, safety, or welfare and 
the potential for harm is easily recognizable; 2) public needs, and can reasonably be expected to 
benefit from, an assurance of initial and continuing professional ability; and 3) public cannot be 
protected by other means in a more cost-beneficial manner. 

Any profession seeking to modify its current scope of practice also must address certain 
statutorily prescribed criteria in its sunrise report.  Specifically, the report must contain the 
following factors: 

• a definition of the problem and why a change in scope of practice is necessary, 
including the extent to which consumers need and will benefit from 
practitioners with this scope of practice; 

• the extent to which the public can be confident that qualified practitioners are 
competent; 

• the extent to which an increase in the scope of practice may harm the public, 
including the extent to which the change will restrict entry into practice; and 

• the economic implications to the state and to the general public of 
implementing the proposed increase in scope of practice.  

 
Sunrise reports are submitted to the legislature’s Joint Legislative Audit Committee by 

September 1 of each year preceding the legislative session.  The audit committee assigns the 
report to the relevant committee of reference for review.   

Prior to proposing any scope of practice change in legislation, committee of reference 
members may use the report to assist them in their information collection and decision-making 
processes.  The committee of reference is required to examine the sunrise report and may hold a 
public hearing(s) on the scope proposal. 

By December 1 of each year, the committee of reference is to deliver its recommendations 
to the legislative audit committee, the Governor, legislative leaders, and the applicant group.  If a 
                                                           
13 Each standing committee of the legislature creates a “committee of reference” (i.e., subcommittee) from its 
membership.  The committee of reference is intended to act as a proxy for the standing committee, and has certain 
responsibilities, including receiving sunrise reports, conducting hearings, and evaluating/recommending regulation or 
increased scope of practice.  
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profession proposes to expand its scope of practice, copies of the report must be sent to the 
regulatory board of the health profession for review and comment.  The board may make its own 
recommendations based on the report submitted by the health care profession seeking expansion 
to its scope of practice. 

Iowa.  The state created a pilot program in 1997 establishing scope of practice review 
committees.14  The review committees were designed to evaluate requests for changes to health 
professions’ scope of practice.  Under this process, professions seeking changes were required to 
first submit their scope request to the public health department.  The department designated the 
members of the committees according to certain guidelines (e.g., representatives 
supporting/opposing the request, an impartial health care provider, and members of the general 
public).  The committees were required to make recommendations to the legislature and the 
appropriate licensure boards on the following:  

• requests from practitioners seeking to become newly licensed health 
professionals or to establish their own licensure boards; 

• requests from health professionals seeking to expand or narrow the scope of 
practice of a health profession; and 

• unresolved administrative rulemaking disputes between licensure boards.  
 

Scope of practice review committees assessed proposed scope changes based on objective, 
technical criteria outlined in regulation.  After their evaluations, the committees would make 
recommendations based on their findings using specific standards (e.g., the proposed scope of 
practice change does not pose a significant new danger to the public and enacting the proposed 
change will benefit the health, safety, or welfare of the public.) 

The law establishing the review committee pilot program required the Iowa public health 
department to evaluate the pilot program to determine its overall benefit.  The evaluation revealed 
a number of key program benefits, including the ability to: 1) impartially review health care 
issues outside of the legislative process; 2) establish a formal resolution mechanism for 
constituencies to debate their differences; and 3) provide legitimate public policy 
recommendations to the legislature in a cost-effective manner.  The program was extended 
several times by the legislature, but was eliminated in 2007 mainly due to political reasons, 
according to the Iowa public health department. 

Despite ending the review committee process, Iowa is still examining how best to 
determine scopes of practice for health care professions.  Currently, scope changes are made via 
the legislative process on an ad hoc basis and not according to any standardized criteria.  The 
public health department told committee staff it understands this is not the most effective or 
efficient process to determine scopes of practice, some form of structured process based on 
standardized criteria is necessary, and that it is continuing to examine ways to change the process.  

 

                                                           
14 1997 Iowa Acts, Chapter 203 (Appropriations: Health and Human Rights, Sec. 6). 
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Oregon.  Oregon is another state facing dilemmas with its scope of practice determination 
process and provides a key example of a state currently examining its scope of practice process.  
In response to interest from the legislature’s Senate and House health care committees regarding 
Oregon’s lack of a clear process for vetting scope of practice issues and resolving conflicts among 
differing professions, the Oregon Consensus Program – within the National Policy Consensus 
Center at Portland State University – was retained to examine the issue.  The Oregon Consensus 
Program convened a group of stakeholders in mid-2008 to develop recommendations to improve 
the state’s process for resolving scope of practice issues.  The group, referred to as the Process 
Advisory Group, met to develop recommendations to establish a formal process to evaluate future 
scope of practice requests.  The advisory group was led by an outside facilitator. 

In early 2009, the advisory group prepared a report containing recommendations for 
formalizing Oregon’s scope of practice determination process.  The report was submitted to the 
chairmen of the public health committees and key among its recommendations was to pilot a 
standardized process for reviewing scope of practice bills in the upcoming legislative session.  
Professions would submit their proposals according to specific criteria, including a statement of 
the problem the change is trying to correct and the overall benefit to public health resulting from 
the change, the impact on health care access, and the availability of education, testing, and 
regulation.  All piloted scope of practice changes required each request to be based on a template 
that uniformly articulates the issues for consideration.  A neutral entity would review the proposal 
and submit a summary report to the legislature.  The scope issues for study would be selected by 
the chairs of the Senate and House health care committees.  Within six months of the legislative 
session, pilot participants, and the advisory group would report to the legislature regarding the 
pilot’s effectiveness and the validity of any long-term process.  

Staff from the Oregon Consensus Program told program review staff several scope of 
practice bills were reviewed during the recent legislative session.  The professions supporting and 
opposing the bills submitted reports to the health care committees according to the recommended 
template.  Due to budget cuts, however, the use of neutral parties to review the proposals was not 
implemented.  As such, the full recommended process did not come to fruition, and the formal 
evaluation of the pilot has yet to occur. 

In 2009, the Oregon legislation also passed legislation creating a seven-member work 
group to examine whether psychologists in the state should have the ability to prescribe 
medications for the treatment of mental illness and develop recommendations for legislation to 
change current statutes.15  The work group must be facilitated by a mediator.  The Oregon 
Consensus Program is following the progress of the work group and is anticipated to evaluate the 
group’s process upon completion in early 2010. 

New England states.  Committee staff collected information on the processes used in the 
other New England states in addition to the models discussed above and the several states 
discussed in the staff briefing report.  The information helps provides an understanding of the 
scope of practice processes used by the Northeastern states in comparison with Connecticut’s 
process. 

                                                           
15 See Oregon 2009 Laws Chapter 558. 
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Maine. Comparable to Arizona, Maine has sunrise requirements for health care 
professions either proposing a new scope of practice or modifying an existing scope of practice.  
Maine law requires a sunrise review be undertaken whenever proposed legislation would license 
or otherwise regulate an occupation or profession (e.g., health care) that is not currently regulated 
to determine whether such regulation is necessary to protect the health, safety, and welfare of the 
public.  

The commissioner of the state’s Department of Professional and Financial Regulation is 
responsible for appointing a seven-member sunrise review technical committee to examine and 
investigate each proposal.   Committee membership consists of representatives from both the 
professions proposing and opposing the scope change, a designee of the commissioner, and two 
public members without a professional or personal interest in the scope change.  

The technical committee is responsible for collecting and analyzing information from the 
professions according to criteria specified in statute (similar to Arizona’s criteria), including 
whether the proposed change is necessary to protect public health and safety.  The committee may 
also use information received through public input or through its own research or investigation.  
Additional information may be requested by the committee if necessary.  

The commissioner is responsible for submitting a report to the legislature following the 
technical committee’s review of the information.  The report must include a summary of the 
material presented to the committee regarding the scope proposal, the department’s assessment of 
the information, and the commissioner’s recommendations, if any, based on the technical 
committee’s review. 

Massachusetts.  Each regulated health care profession in Massachusetts has a professional 
board.  The boards are responsible for interpreting the statutory scopes of practice when questions 
arise.  Board membership consists of practitioners and members from the general public, which is 
comparable to the membership structure of professional boards in Connecticut. 

The executive agency under which the individual boards are located provides administrative 
and legal support to the boards, similar to Connecticut.  Boards rely on executive staff for 
research and guidance regarding scopes of practice.  For example, if a profession has a question 
about whether a particular practice or procedure is within its scope of practice (e.g., podiatrists’ 
ability to work on the ankle), it will ask its respective board for an interpretation of the statutory 
scope and a decision will be made by the board.  Boards generally rely on the executive agency 
staff to provide background research and to develop policy statements for boards to vote on.  If a 
profession does not agree with the board’s interpretation of the statutes, it may file suit against the 
board’s ruling. 

Boards, if asked by the legislature, will provide the legislature advice and/or 
recommendations on scope of practice issues.  All recommendations to the legislature from the 
boards must first be approved through the governor’s office.  Massachusetts has no current plans 
to change its process to determine scopes of practice for health care professions. 

New Hampshire.  Health professions in New Hampshire are regulated through individual 
professional boards.  Such boards function through the state’s department of health and human 
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services, but are self-funded through licensing fees collected from regulated professions.  The 
boards’ main responsibilities include licensing professions, conducting investigations, and 
handling disciplinary matters.  This was how Connecticut regulated health care professions until 
1978, when the responsibility was move to DPH. 

Committee staff contacted the New Hampshire nursing board for information on how scopes 
of practice are determined in the state.  The board reported that to date, no major problems have 
arisen within the process, although stakeholders frequently are concerned about the amount of 
work and resources that go into the scope of practice determination process.  The board noted that 
if a scope of practice change was necessary, the legislature would be petitioned to draft a bill 
proposing the change.  Information would be provided to the legislature through the public 
hearing process; there are no formal reporting requirements for professions to provide 
information.  Whenever a change in scope is proposed, the key factors addressed in the process 
are public safety and whether competency requirements are sufficient to support the change. 

Rhode Island. According to the Rhode Island Office of Health Professionals Regulation, the 
state tries to the extent possible to handle less controversial scope of practice decisions within the 
authority of professional boards or through state regulation.  Boards are established for health 
professions and part of their responsibilities is to answer questions from providers about whether 
certain practices fall within the purview of their scopes of practice (professional boards in 
Connecticut make similar decisions.) 

For more complex scope of practice issues to expand scopes of practice, the legislative 
process is used to consider such changes.  The state’s health department is frequently asked by the 
legislature to submit a formal written report stating its position on a scope of practice issue (i.e., 
fiscal impact, etc.).  Information used to develop the report usually comes from professional 
associations, educational programs, and other sources, including professional boards.  The 
legislature will use the report in its consideration of scope of practice legislation.   

Vermont.  Comparable to Arizona and Maine, Vermont has sunrise requirements for health 
care professions that mandate any profession wanting to create or modify the regulation of a 
health care profession must submit a sunrise report to the Office of Professional Regulation 
within the Vermont Secretary of State’s Office.  The reports are reviewed by the director of the 
professional regulation office, with recommendations made to the legislature regarding the scope 
of practice proposal.  In addition, as in other New England states, individual professional boards 
exist and have the authority to regulate health care professions, including interpreting statutory 
scopes of practice. 

Summary of findings: other states.  The results of committee staff’s examination of 
selected other states shows:  

• States use various methods to collect scope of practice information from 
professions, but issues are ultimately resolved by legislature, as in 
Connecticut. 

 
• Several states collect information from stakeholders regarding scopes of 

practice based on a structured process outside the traditional legislative  
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process.  The information is based in response to formal criteria specified in 
statute. 

 
• Trying to identify ways to make the process for determining scopes of practice 

for health care professions as objective and transparent as possible is not 
unique to Connecticut; other states are grappling with similar issues and 
trying various alternatives as solutions. 

 
Best Practices 

There is limited information from a national perspective on best practices for determining 
scopes of practice for health care professions.  Moreover, according to the Council on Licensure, 
Enforcement, and Regulation (CLEAR), there is no “best” way to assess requests for regulation.16 

Two recent reports in the national literature help provide some perspective on best 
practices for determining scopes of practice: Changes in Healthcare Professions’ Scope of 
Practice: Legislative Considerations17 (referred to below as the “Legislative Considerations 
report”) and Federation of State Medical Boards - Assessing Scope of Practice in Health Care 
Delivery: Critical Questions in Assuring Public Access and Safety (referred to below as the 
“FSMB report”).18  Combined, the reports offer a framework for states to use when considering 
scope of practice changes.  The reports provide information and important factors for helping 
guide policymakers when considering changes to scopes of practice for health care professions.  
The documents build on previous national research and present the most current ideas for 
addressing scopes of practice issues through a structured approach. 

The FSMB report, developed in 2005, offers a set of guidelines that should be considered 
by lawmakers and regulatory boards when considering scope of practice proposals for health care 
professions.  The guide states that any request to create, change, or expand scope of practice 
should be supported by a verifiable need for the proposed change.  Patient safety and public 
protection must be the primary objectives when evaluating these requests. 

The Legislative Considerations report was developed in 2006-07.  The report was 
produced through the collaboration of representatives from six healthcare professions: medicine, 
nursing, occupational therapy, pharmacy, physical therapy, and social work.  Its purpose is to 
assist legislators and regulatory bodies with making decisions about changes to healthcare 
professions’ scopes of practice.  The report also attempts to develop a rational and useful method 
for examining scope of practice changes, within the primary context of patient safety.  
Specifically, the report discusses the purpose of regulation, a definition of scope of practice, a 
                                                           
16 Demystifying Occupational and Professional Regulation, Kara Schmitt and Benjamin Shimberg, Council on 
Licensure, Enforcement and Regulation, 1996. 
17 Changes in Healthcare Professions’ Scope of Practice: Legislative Considerations,  Developed in conjunction by 
the Association of Social Work Boards, Federation of State Boards of Physical Therapy, Federation of State Medical 
Boards, National Board for Certification in Occupational Therapy, National Council of State Boards of Nursing, and 
National Association of Boards of Pharmacy, 2007. 
18 Assessing Scope of Practice in Health Care Delivery: Critical Questions in Assuring Public Access and Safety, 
Federation of State Medical Boards, 2005. 
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framework of common assumptions within which scope of practice changes should be considered, 
and key factors to base scope of practice decisions.  Taken together, these points help provide a 
set of best practices for policymakers to use when determining scopes of practice for health care 
professions. 

Purpose of regulation.  The Legislative Considerations report states that if a scope of 
practice change is not rooted to protect public safety, it is not relevant to the scope of practice 
discussion.  Within that context, the report identifies the protection of public safety as the main 
purpose of the regulation of health care professions.   The report further uses CLEAR’s work to 
define the intent of regulation, which is to: 

• ensure that the public is protected from unscrupulous, incompetent and unethical 
practitioners; 

• offer some assurance to the public that the regulated individual is competent to provide 
certain services in a safe and effective manner; and  

• provide a means by which individuals who fail to comply with the profession’s 
standards can be disciplined, including the revocation of their licenses.   

  Definition of scope of practice.  The Legislative Considerations report uses the FSMB 
definition of scope of practice, which defines scope of practice as: “the rules, regulations, and 
boundaries within which a fully qualified practitioner with substantial and appropriate training, 
knowledge, and experience may practice in a field of medicine or surgery, or other specifically 
defined field.  Such practice is also governed by requirements for continuing education and 
professional accountability.” 

Scope of practice framework. The Legislative Considerations report identifies five 
common assumptions that provide a basic framework for making scope of practice decisions.  
During its interviews, committee staff asked stakeholders about the five factors, and most agreed 
that the factors are an important part of scope of practice determination process.  The basic 
assumptions identified in the literature are: 

1) the purpose of regulation – public protection – should have top priority in scope of 
practice decisions, rather than professional self-interest; 

2) changes in scope of practice are inherent in our current health care system; 

3) collaboration between health care providers should be the professional norm; 

4) overlap among professions is necessary; and 

5) practice acts should require licensees to demonstrate that they have the requisite 
training and competence to provide a service. 
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Foundational basis for making scope of practice changes.  Building on the above scope 
of practice framework, the report focuses on specific areas that should serve as the basis for health 
care professions when seeking a scope of practice change.  Lawmakers also should have 
information in these areas to analyze scope of practice changes and determine whether changes 
are warranted, with the ultimate goal of protecting public safety.  Specifically, the four areas 
include: 

1) established history of the practice scope within the profession – provides the basis for 
the profession, including how it has developed over time and how it is presently 
defined; 

2) education and training – as health care professions inherently evolve, education and 
training must remain the key components to health care professionals providing 
competent care and protecting public safety; 

3) evidence – professions need to provide supporting evidence how the proposed scope of 
practice change benefits the public, including providing greater access to competent 
care; and 

4) appropriate regulatory environment – a proper mechanism must exist to effectively 
oversee the implementation of the scope of practice change and deal with the 
regulatory issues associated with the proposed change. 

Committee staff finds Connecticut’s process to determine scopes of practice for health 
care professions is not fully developed in accordance with the best practices framework presented 
above.  Although the public safety component of scope of practice issues is generally discussed in 
public hearings, the breadth of scope of practice issues are not addressed in relation to any 
structured framework or standardized criteria.  

Alternative Dispute Resolution Processes 

Despite not being specifically mentioned as a “best practice” in the national literature, the 
use of alternative dispute resolution processes, namely mediation, to resolve scope of practice 
disputes between professions may be considered a beneficial practice within the scope of practice 
determination process.  Connecticut’s recent experiences with mediation to address issues for two 
scopes of practice disputes were considered positive methods for getting stakeholders to discuss 
their differences.  The process resulted in scope of practice changes mutually agreed upon by the 
parties and passed by the legislature.  As discussed above, Oregon is currently using mediation to 
help resolve a scope of practice issue, the results of which have yet to be determined.  Committee 
staff is unaware of any other state using mediation as part of its scope of practice determination 
process. 

Recommendations 

Although the findings based on committee staff’s quantitative analysis of legislation and 
complaint information presented above do not point to any severe deficiencies regarding the 
outcomes of the practice scope process, the qualitative information collected by staff through its 
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numerous interviews with various stakeholders, including public health committee members, 
suggests the process to determine scopes of practice should be changed.  Stakeholders clearly 
specify the process should be more structured so important information regarding scope 
proposals is presented to the legislature in a systematic way and according to specific criteria.   

Scope of practice decisions may affect the provision of quality health care and consumers’ 
access to competent care and should be based on the most complete, objective information 
possible.  The information presented to the public health committee regarding scopes of practice 
is not done in accordance with any formal, standardized criteria and so the types of information 
actually presented varies in comprehensiveness and indeed sometimes conflicts.  This does not 
minimize the importance and role public hearings play in the overall process, or the fact the 
ultimate policy decisions about scopes of practice should rest with the legislature.  It suggests, 
however, the legislature and other stakeholders may benefit from a different process to ensure 
policy makers receive the most complete, objective, and factual information possible from 
stakeholders based on common, specific criteria. 

 Committee staff’s recommendations presented below are designed to achieve three goals 
for enhancing the state’s process to determine scopes of practice for health care professions:  

1) create a more formal, standardized, and concise process for information 
gathering;  

2) create a process whereby knowledgeable, objective professionals in the area of 
health care review and assess the information prior to any action by the public 
health committee; and  

3) allow a body of professionals to make recommendations to the public health 
committee based on formal evaluation of pertinent information and discussions 
with stakeholders. 

 
In addition, the overall process to determine scopes of practice should be considered in 
accordance with current best practices to the extent possible.  Within such process, an important 
part of the scope of practice determination process should be to have stakeholders find common 
areas of agreement on as many factors as possible about scope issues.  Such agreement can 
provide an initial starting point from which scope of practice issues can be considered and policy 
decisions made. 

Scope of Practice Request 
 
• By September 1 of the year preceding the pertinent regular legislative 

session, any health care profession seeking a change in its statutory scope of 
practice or the creation of a new scope of practice in the regular legislative 
session shall submit a written scope of practice request to the Department of 
Public Health. 
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• Each scope of practice request shall include information addressing the 
following criteria: 

 
a. A plain language description of the scope of practice request 
b. How public health and safety will be protected if the request is 

implemented, or harmed if the request is not implemented 
c. Ways in which the scope of practice request will benefit the public health 

needs of Connecticut’s citizens, including its impact on the public’s access 
to care 

d. Summary of current state laws and regulations governing the profession 
e. Current education and training requirements for the profession 
f. Current level of state regulatory oversight of the profession and whether 

the request will alter this oversight 
g. History of scope of practice changes requested and/or enacted for the 

profession 
h. Information regarding numbers and types of complaints, licensure 

actions, and malpractice claims against the profession 
i. Economic impact on the profession if the scope request is made or not 

made 
j. Regional and national trends in the profession, and a summary of 

relevant practices in other states 
k. A listing of any potential profession in opposition to the request; also 

include a history of any interaction between the profession seeking the 
request and the profession(s) opposing the request to discuss the 
proposed scope of practice request; also include a summary of all areas of 
agreement between the professions 

 
• The Department of Public Health shall inform the legislature’s public health 

committee of each scope of practice proposal received by the department 
within 5 business days after timely receipt of the request.  If the request is 
not made by the September 1 deadline, it shall not be considered during the 
next legislative session.  All requests shall also be posted on the DPH website. 

 
Scope of Practice Reports 

 
• By September 15 of each year, any profession that might oppose the filed 

practice scope request as determined by the Department of Public Health, 
must receive a copy of the scope of practice request originally filed with the 
department. 

 
• By October 1 of each year, any such opposing profession(s) may submit a 

written response to the original scope of practice request to the public health 
department.  The opposing profession’s response shall indicate the reasons 
for opposing the scope request based on the specific criteria reference above.  
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The response shall also identify any areas of agreement with the original 
scope of practice request. 

 
• By October 15, the profession filing the original scope of practice request 

must submit a written response to the opposing profession’s response to the 
public health department.  The response shall rebut any areas of 
disagreement with the opposing profession’s response, as well include as any 
areas of agreement between the professions. 

 
Scope of Practice Review Committee  

 
• For each scope of practice request submitted to the public health 

department, there shall be a scope of practice review committee established.  
The purpose of the committee shall be to analyze and evaluate the scope of 
practice request, any subsequent responses, and any other information the 
committee deems applicable to the request.  In its function, the committee 
may seek input on the scope request from pertinent stakeholders, including 
the Department of Public Health, as determined by the committee. 

 
• Upon its review of the scope request and other relevant information, the 

committee, through its chairperson, shall provide written assessment and 
recommendations, including the basis for its recommendations, on the scope 
request to the public health committee.  The report shall be submitted no 
later than February 1, immediately following the September 1 scope of 
practice request submittal date. 

 
Scope of Practice Review Committee: Membership  
 

• Each Scope of Practice Review Committee convened shall be appointed by 
the commissioner of the Department of Public Health by October 15 of 
each year a scope of practice request is submitted. 

 
• Committee membership consists of the following five members: 

− one member representing the profession for which the scope 
of practice change is requested (if a state professional board 
exists, such member shall be selected from the board); 

− one member representing the health profession most 
directly opposed to the proposed change (if a state 
professional board exists, such member shall be selected 
from the board); 

− two impartial licensed health care professionals not having a 
professional or personal interest in the scope request; and 
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− one impartial member representing the general public not 
having a professional or personal interest in the scope 
request. 

− the public health department commissioner or his/her 
designee shall serve on each committee in an ex-officio 
capacity. 

 
• The scope of practice review committee shall select a chairperson from its 

impartial members.  Each scope of practice review committee shall 
disband upon submitting its written report to the public health committee.  
The members shall serve without compensation. 

 
For the past three decades, state law has required that any request for regulation of 

emerging health care professions or occupations19 first be received by the legislature’s public 
health committee.  The stated purpose of this requirement is to “provide a systematic and uniform 
legislative review process to limit the proliferation of additional regulatory entities and 
programs.” 20/21  The recommendations presented above will not change this requirement.  
Instead, a key goal anticipated from these recommendations is to enhance and standardize the 
type of information presented to the legislature for scope of practice issues.   

As long as the legislature is involved in deciding the scopes of practice for health care 
professions, legislators, especially those serving on the public health committee, will need to be 
versed in scope practice issues to make the most informed policy decisions possible.  At present, 
it seems an unrealistic premise that legislators have a full knowledge of the technical medical 
issues that may accompany scope of practice legislation.  Program review committee staff’s 
recommendations try to balance lawmakers’ responsibility for understanding scope of practice 
issues, with developing a way of providing them with relevant, synthesized, and more complete 
information they need to make the most informed decisions possible on scopes of practice issues. 

The process recommended above provides policy makers with a framework for 
considering information based on formal criteria within a more structured process than currently 
exists.  The revised scope of practice determination process should help alleviate, or at least make 
more concise and comprehensive, the ad hoc way legislators receive information when 
considering scope of practice legislation.  The scope of practice review committees also should 
help provide the legislature with recommendations on scope issues based on the review and 
evaluation by professionals of the information.  The committees also have the ability to request 
additional information from professions to help in their overall decision making capacity.22   

                                                           
19 C.G.S. Sec. 19a-13 defines emerging occupation or profession as a group of health care providers whose actual or 
proposed duties, responsibilities and services include functions which are not presently regulated or licensed or which 
are presently performed within the scope of practice of an existing licensed/regulated health occupation or profession. 
20 C.G.S. Sec. 19a-16. 
21 Ibid. 
22 The American Medical Association, in its publication Creation of State-Based Scope of Practice Review 
Committees, Legislative Template, 2008, has indicated scope of practice review committees at the state level may 
provide a procedure for objective review of proposed scope of practice changes.   
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Committee staff further anticipates the new process to resolve some of the differences 
between opposing professions regarding scope of practice issues.  Specific criteria must be 
addressed in the original scope of practice request and subsequent reports from the professions in 
an effort to help make the information received as part of the process more standardized and 
transparent.  Professions also need to identify any areas where they agree with the opposing 
profession, which serves as a positive starting point for considering scope requests.  Arguments 
for either supporting or opposing a scope proposal also would have to include quantifiable 
information to the extent possible.   

With the recommended reporting requirements plus requiring professions submit 
information according to specific criteria, the potential for misinformation or misleading 
information should be reduced.  As noted by the Federation of State Boards of Physical Therapy, 
efforts by the states to evaluate scope of practice changes primarily based on “criteria related to 
who is qualified to perform functions safely without risk of harm to the public have worth and 
should be supported rather than just the passionate arguments of the supporters and 
challengers.”23  Committee staff believes the recommendations presented above achieve this goal.  

Process review.  Given the state’s present fiscal condition, as well as federal and state 
health care reform efforts (discussed below), it is difficult to determine the impact such fiscal and 
programmatic realities may have on the full implementation of the committee staff’s 
recommendations.  As such, committee staff recommends the Department of Public Health 
shall evaluate the state’s process to determine scopes of practice for health care professions 
within three years after the recommended model is implemented.  The department should 
report its findings to the public health committee upon completion of its evaluation. 

Committee staff believes a three-year period to implement the new scope of practice 
model provides a solid basis upon which to evaluate how well the model works, especially in 
relation to intended and unintended consequences.  Based on the evaluation, the legislature will 
decide as to whether the process meets its intended objective – providing a more structured 
method for information collection and review of proposals to create or modify scopes of practice 
for health care professions – and if it should be continued, modified, or abolished.  A formal 
review of the process at the three-year mark also should give stakeholders enough time to develop 
a sense as to whether or not changes should be made and provide input to the legislature regarding 
such changes. 

Legislature’s role.  During committee staff’s interviews with stakeholders, the question 
was asked about whether the legislature should be the final arbiter of scope of practice issues or if 
some alternative process should be implemented.  Stakeholders agreed the legislature should have 
the final policy decisions regarding scopes of practice.  At the same time, stakeholders agreed the 
statutory scopes of practice process should not become too prescriptive.  Scopes should be based 
on education, training, and skill competencies, thus allowing enough latitude to ensure as many 
health care professionals as possible can safely practice under the scope within their skills and 
abilities while accounting for advancements in health care without having to frequently “re-open” 
scope of practice statutes for debate. 

                                                           
23 See https://www.fsbpt.org/ForFaculty/Newsletter/Vol5_No4/index.asp#ScopeOfPractice, accessed November 4, 
2009. 
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The legislative process also adds an inherent check on scopes of practice and maintains a 
mechanism that is open to input from all stakeholders if they so choose.  Without some type of 
formal method for policy makers to consider the views of various constituencies, the process 
becomes insular and without adequate opportunity for the thoughts of all stakeholders to be 
expressed. 

As such, committee staff does not recommend the scope of practice determination process 
be removed from legislative control.  As new technologies emerge allowing health care providers 
to better perform services within a given scope of practice, it is in the public’s interest to have an 
open process for identifying such procedures and recognizing providers who have the knowledge 
and skills to perform the procedures.  Committee staff believes its recommendations accomplish 
this goal, while maintaining the scope of practice determination process within the legislature’s 
purview. 

The scope of practice model recommended in this report is intended ultimately to assist 
and inform legislators and other stakeholders in a technical area by having each scope of practice 
proposal brought before the legislature assessed in a standardized way based on credible and 
tested information pertinent to the protection of public health and safety and consumers’ access to 
health care.  Committee staff recognizes other considerations may come into play during the 
legislative process, such as a need to compromise between interested parties, but having objective 
information can only improve the ultimate outcome.  

DPH resources.  The program review committee requested staff to assess the potential 
impact of a new or revised process to determine scopes of practice on the organization and 
resources of the Department of Public Health.  Two staff from the department’s licensing and 
government relations units have the bulk of the responsibility within the department for scope of 
practice matters within their current duties.   

The department expends resources as part of the scope of practice process, particularly 
when it interacts with various stakeholders.  Committee staff does not foresee the need for 
additional staff resources to implement these recommendations.  Additional work will be 
necessary to ensure the scope of practice review committee process operates smoothly, but 
committee staff believes such responsibility can be completed within current resources. 

Scopes of Practice and Current Health Care Reform Initiatives 

Committee staff was asked to provide information about current initiatives to reform 
health care and their possible effect on scopes of practice for health care professions in 
Connecticut.  At present, health care reform efforts are occurring at both the state and national 
levels.  In Connecticut, the legislature established the SustiNet health insurance plan in 2009, 
scheduled for a 2011 launch.24 Nationally, the U.S. Congress is working on legislative proposals 
that would overhaul health care.25 

                                                           
24 The SustiNet plan is designed specifically for Connecticut in an attempt to increase access to health insurance by 
residents who are either uninsured or underinsured, control health care costs, and ensure quality health care services.  
In general, SustiNet creates a large insurance pool consisting of state employees/retirees, residents currently in the 
state’s Medicaid and general assistance programs, businesses, and individual residents who are either underinsured or 
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SustiNet is guided by a board of directors.  Within the board, five advisory committees 
have been created to make recommendations to the board on more fully developing the SustiNet 
health care model.  According to the Universal Health Care Foundation, which facilitated the 
original process to design SustiNet, there is the possibility of discussions about scopes of practice 
for health care professions within two of the advisory committees (i.e., Medical Care Home 
Committee and Provider Advisory/Quality Committee).  At the time of this report, however, no 
substantive discussions have taken place either by the board or advisory committees about scopes 
of practice and their possible impact on the implementation of SustiNet. 

Two initiatives have been established in Connecticut to monitor federal health care 
reform.  The SustiNet board of directors is currently monitoring federal reform and its effect on 
the SustiNet health insurance model.  The governor, through Executive Order 30, also formed the 
Connecticut Health Care Advisory Board in July 2009.  The board is to evaluate federal health 
care reform from a statewide perspective and prepare a set of proposed health care policies in 
response to federal reforms.  The board must also evaluate current state health care policies and 
the health care industry in this state and consider changes.  The state comptroller currently co-
chairs the SustiNet board of directors and is a member of the governor’s health care advisory 
board, which should help provide coordination between the two oversight bodies.  In addition, 
both initiatives will be monitoring if, and how, scopes of practice for health care professions 
within Connecticut will be affected by federal health care reform. 

Health care reform efforts at both the state and federal levels may eventually involve 
changes to the scopes of practice for various health care professions as one way to help more fully 
develop the overall capacity of primary care within the current health care infrastructure.  Given 
the state and national health care reform efforts have not been fully implemented at the time, it is 
too early to determine whether, or what, changes to professions’ scopes of practice may be 
necessary as part of health care reform. 

                                                                                                                                                                                             
not insured.  Based on the size of the pool, favorable negotiated rates for health care services and prescription drugs 
are anticipated.  An 11-member public/private board of directors is responsible for overseeing the insurance pool, 
making recommendations for change, and reporting to the legislature.  SustiNet is scheduled to begin enrolling state 
employees and retirees by 2011; enrollment of residents who either are not insured or underinsured is to begin in 
2012, and full implementation of the program is scheduled for 2014. 

 
25 As of October 29, 2009.  See http://www.kff.org/healthreform/upload/healthreform_tri_full.pdf for a summary of 
the Senate Finance Committee America’s Healthy Future Act of 2009, the Senate HELP Committee Affordable 
Health Choices Act (S. 1679), and the House Tri-Committee America’s Affordable Health Choices Act of 2009 (H.R. 
3200). 



 

Appendix A 
 

SAMPLE COLLABORATIVE PRACTICE AGREEMENTS 
 
 
 
 

I, ______________________, and _________________ agree to enter into a collaborative 
practice agreement in the provision of health care. 
 
Coverage for patients during non-office hours and vacations will be arranged as per standard 
office procedure. 
 
Schedule II through V medication may be prescribed for the acute and chronic physical 
conditions requiring their use as related to current practice standards of care. 
 
Consultation and referral shall be on a case by case basis as warranted by patient condition and 
level of expertise of the advanced practice registered nurse. 
 
Patient outcomes will be measured by clinical response and/or laboratory data, as per standard 
office procedure. 
 
Disclosure of physician-APRN collaboration will be either verbal or written declaration to the 
patient. 
 
 
 
Signed, 
 
 
________________________________            ________________________________ 
Advanced Practice Registered Nurse      Physician 
 
 
 
 
 
Source: Connecticut Coalition of Advanced Practice Nursing 
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Appendix C 
 

Legislative Program Review and Investigations Committee 
Scope of Practice Determination Process for Health Care Professions 

Survey of Public Health Committee Members  
 

* Please answer the following questions based on your tenure on the Public Health Committee since 2005 * 
 
 
1. Overall, how much time did the public health committee spend on issues involving scope of practice changes for health 

care professions in relation to other matters before the committee: 
a. Too much (5) b. Right amount (2) c. Not enough (4) d. No opinion (1) 

 
2. Overall, how much time did you spend on issues involving scope of practice changes for health care professions compared 

with the rest of the matters before the public health committee? 
a. Too much (5) b. Right amount (2) c. Not enough (5) d. No opinion (0) 

 
3. Overall, how often did you have enough information to vote as knowledgeably as you would have liked on bills before 

the public health committee involving scope of practice changes for health care professions? 
a. Always (1) b. Usually (4) c. Seldom (5) d. Never (0) e. No opinion (0) 

 
4. Did you ever receive conflicting factual information from parties regarding legislation changing scopes of practice for 

health care professions?    a. Yes (9)     b. No (1)         c. Do not recall (2)  
 
5. Overall, how would you rate the usefulness of the information from the following sources in helping you make informed 

votes on bills before the public health committee changing scopes of practice for health care professions? (Please mark one 
response per category) 

 

Source of Information Very 
Useful Useful Somewhat 

Useful 
Not 

Useful 
None 

Provided 
 

a.  
 
Practitioners, professional practitioner 
associations, and lobbyists supporting 
legislation changing scopes of practice  

2 8 2 - - 

 
b. Practitioners, professional associations, and 

lobbyists opposing legislation changing 
scopes of practice 

1 9 2 - - 

c.  
 
Department of Public Health (DPH) 1 5 3 2 1 

 
d. 

 
Health care consumers or their representatives 1 5 2 1 2 

e.  
 
Health insurance companies - - 7 - 3 

f.  
 
Other: ____________________________ - - 1 - 1 

 
 

PLEASE CONTINUE ON BACK 



 

6. Please rank order the following factors that in your opinion motivate health care professions to seek scope of practice changes (1 
= most influential motivating factor; 6 = least influential motivating factor): 

 
__5__ Increased public safety __1__ Economic gain for the profession seeking change 

__3__ Increased access to care __4__ Taking direction from profession’s national assoc. 
__2__ Sufficient education and training on part of the profession 

seeking the scope of practice change 
__5__ Other: _________________________________ 
____________________________________________ 

 
7. Please rank order the following factors that in your opinion motivate health care professions to oppose scope of practice changes (1 

= most influential motivating factor; 6 = least influential motivating factor): 
 
__4__ Decreased public safety __1__ Economic loss for the profession opposing change 

__5__ Decreased access to care __2__ Taking direction from profession’s national assoc. 
__3__ Insufficient education and training on part of the profession 

seeking the scope of practice change 
__6__ Other: _________________________________ 
____________________________________________ 

 
8. How would you describe the Department of Public Health’s overall level of input in the process to change scopes of practice 

for health care professions?     
a. Too much (1)        b. Right amount (3)       c. Not enough (7)       d. No opinion (1)     

 
9. If you chose either “a” or “c” to Question 8, please explain your main reason why: ______________________ 

_________________________________________________________________________________________ 
  

10. How often did DPH provide you with its recommendations on proposals to change scopes of practice for health care 
professions outside of the public health committee’s public hearing process?    

a. Always (1) b. Usually (3) c. Seldom (5) d. Never (2) 
 

11. Does the process to change scopes of practice for health care professions need to improve?    
a. Yes (12)          b. No (0)          c. Not sure (0) 

 
12. If you answered “yes” to Question 11, how do you think the process to change scopes of practice for health care professions should 

improve? (circle all that apply) 
 

a. Public health committee members should receive more standardized and comprehensive information (10) 

b. The Department of Public Health should provide more input, including its recommendations, to public health committee 
members for all scope of practice changes (9) 

 
c. Establish an outside, objective entity to make recommendations to the public health committee (6) 

 
d. For any health care profession with a state board, the board should make recommendations to the public health committee 

(9) 
 
e. Protracted scope of practice differences should be resolved using formal alternative dispute resolution methods, such as 

mediation (5) 
 
f. Other: (0) 

g. No opinion (0) 
Thank you for completing this survey and returning it by November 20, 2009 



 

Appendix D 

DPH Quality Factors for Practitioner Groups Regarding Scopes of Practice 

When approached by practitioner groups to discuss issues regarding new licensure categories or 
changes/expansions in scopes of practice, DPH tries to elicit as much information as possible to 
assist the department in determining its position on the proposal should the legislature decide to 
move it forward.  In these discussions, the department also tries to highlight for the profession the 
types of information it must be prepared to provide legislators and other interested parties.  Below 
are the most frequently asked questions/issues (in no particular order) the department inquires 
about in any of the scope of practice meetings with health care professions.    

• Why is the profession seeking the change/why is the change necessary? 
• What has changed in the practice of the profession to cause it to seek this 

change?  
• Do other states allow for this practice and, if so, what are the requirements?  
• How many practitioners will be impacted? 
• What is the education and training to prepare a practitioner to engage in this 

practice?  
• How is competency to engage in this practice assessed? (i.e., is there a national 

exam and/or national certification associated with the credential?)  
• How does a practitioner maintain competence in this practice area?  
• How will practitioners who are already licensed, and who may have been 

licensed for a number of years, be educated, trained, and assessed to ensure 
they are competent to engage in this practice? 

• How will consumers benefit from the proposed change?  (Discussion of DPH's 
role in the protection of patient safety - try to identify any concerns DPH has 
regarding patient safety.)  

• Has the profession discussed the proposed changes with representatives from 
other professions that may be impacted by the change?  

• Does this practice infringe on the scope of practice of other professions?  
(Department tries to identify overlaps if it is aware of them, and encourage 
profession to engage in discussions with other groups.)  

• Has the profession discussed the proposal with individual legislators and/or 
representatives from the Public Health Committee?  (DPH explains that such 
proposals must be raised and enacted by the legislature - not the department.  

• DPH identifies if it believes there will be costs to the state to implement their 
proposal. 

 
 

 


